Second, there is a lack of solid empirical evidence for the treatment of a variety of conditions, and frequently the available evidence is not incorporated by the health systems [10] . The gap between interventions that are available in community settings and interventions that are evidence-based is even larger in low-resource settings [11] . Pharmacological interventions are commonly preferred because they are more easily delivered, with high fidelity if adherence is good. However, attributes of medications and patients' and families' preferences are usually not addressed by clinicians and have important implications on adherence [7] . On the other hand, psychotherapeutic approaches available in the health system usually lack consistency and are directed by the professional's theoretical affiliation, not by patient needs. Also, treatments are frequently delivered by professionals with limited training in inadequate formats. For example, nationally representative survey data from visits to office-based physicians in the US revealed that visits with a prescription of antipsychotic medications per 100 persons increased from 0.24 to 1.83 for children and 0.78-3.76 for adolescents between 1993-1998 and 2005-2009 [8]. Only 6 % of children and 12.7 % of adolescents' antipsychotic visits included a FDA clinical indication, and disruptive behavior disorders were the diagnosis for 63 and 33.7 % of visits for children and adolescents, respectively, despite the limited evidence for this indication and the urgent need of short-and long-term studies assessing its efficacy and safety, as addressed by the article from the Paediatric European Risperidone Studies Consortium in this issue [16] . Noteworthy, mean duration of antipsychotic visits was approximately 25 min and only approximately 30 % of them included psychotherapy [8] , despite solid evidence on the efficacy of psychosocial interventions for several mental disorders, such as disruptive behavior disorders, for example in [15] . Children aged 2-5 years have also been Mental disorders are estimated to affect 10-20 % of children and adolescents around the world and are major causes of morbidity among youth [10] . Evidence from different countries suggests that the number of youths with reported diagnoses of mental disorders in the community has increased substantially during the past decades [1, 17] , although there is no evidence to indicate that the actual prevalence of disorders has increased [12] . Surprisingly, despite the fact that mental disorders have been increasingly recognized by professionals and the community, associated morbidity and mortality have remained stable [3] .
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There are several possible explanations to explain why increasing rates of diagnoses do not translate into broad benefits to the health of the population. First, although rates of diagnoses have increased over time, the absolute number of youths affected by disorders who did not receive a diagnosis or treatment is still large. This is the case in the National Comorbidity Survey Adolescent Supplement (NCS-A) study, a nationally representative survey of adolescents from the US. Among those with any diagnosis, 45 % reported receiving any treatment from any source [4] and 14.2 % reported that they had been treated with a medication [6] , both in the past 12 months. increasingly treated with antipsychotics [9] . Nevertheless, only approximately 40 % of them received a mental health assessment, a psychotherapy visit, or a visit with a psychiatrist during the year of antipsychotic use [9] . In Canada, rates of antipsychotic indication for children also increased, by 114 % from 2005 to 2009, while indications for stimulants and antidepressants increased by 36 and 44 %, respectively. Attention-deficit/hyperactivity disorder was the most common indication for antipsychotic use [14] . In Denmark, data on filled selective serotonin reuptake inhibitors obtained for all children aged 5-17 during 1995-2011 demonstrated that prevalence proportion rose from 0.1 per 1,000 children in 1995 to 3.3 in 2011. However, about 50 % of adolescents and 40 % of children discontinued treatment within 12 months of initiation [13] .
Third, the science produced to date has focused almost exclusively on behavioral manifestations of disorders and failed to uncover etiological factors, early neurodevelopmental deviations, and trajectories to disorders [5] . Therefore, current treatments target overt symptoms, but do not promote cure, leading to disappointment and a general lack of confidence on the discipline. Misconceptions, stigma, and concerns about over-diagnosis and over-treatment are likely important barriers to adequate treatment and are related to the failure of the scientific community to understand and communicate consolidated knowledge about mental disorders. It is clear that understanding normal and deviant human brain development in the context of the environment across time is not a simple task. Nevertheless, it is now clear that new questions and approaches are urgently needed [5] .
Finally, related to all aspects addressed above, there is a lack of child and adolescent mental health policies across the globe. The Atlas project identified only 7.0 % of countries (14 of 191) with a clearly articulated specific (standalone) child and adolescent mental health policy in 2002 [2] . Important contrasts exist between world regions. In Europe and in the WHO African Region, for example, 95.8 and 33.3 % of countries had some form of child and adolescent mental health policy, and 66.7 and 6.3 % of countries an identifiable child and adolescent mental health program, respectively [2] . Also, policies are frequently influenced by ideologies and not science. For example, the city of São Paulo, Brazil, which has the largest economy in Latin America and the southern hemisphere, does provide methylphenidate for children only after a panel of non-medical professionals (e.g., speech and occupational therapists, social workers, psychologists, nurses) revise and approve a detailed medical report supporting its indication for every child, which should be renewed every 6 months. Strict (and not supported by scientific evidence) criteria are followed to approve the indication; for example, the presence of anxiety or mood disorders is considered as a contra-indication to the use of this medication. The rationale for this procedure is that "medication therapies weaken psychotherapeutic interventions". However, the city's health system does not offer any kind of evidence-based non-pharmacological intervention to treat children with ADHD.
There are clearly important gaps between science, policies, services, and the needs of youths affected by mental disorders. No single action will be enough to fill all these gaps, and coordinated movements are needed to address each one of them. The National Institute of Mental Health Research Domain Criteria and the Grand Challenges in Global Mental Health are important examples of such initiatives. It is imperative that scientists and clinicians identify how their individual actions can address the needs of the population by filling specific gaps in the context of coordinated movements.
